Results: A total of 3186 patients were included, with 12.3% (n¼393) transported by HEMS. Table 1 describes the study sample. Severely injured patients (ISS>24) , 95% CI 1.5-7.9) and males (OR 2.2, 95% CI 1.5-3.3) were more likely to receive HEMS transport. Distance from the trauma center was a significant predictor of HEMS utilization (OR 1.096, 95% CI 1.085-1.107). Patients were 4 times more likely to receive HEMS transport if 15 miles from the trauma center (OR 4.0, 95% CI 3.4-4.6) and 16 times more likely to receive HEMS transport if 30 miles from the trauma center (OR 15.6, 95% CI 11.5-21.2). At 22.75 miles from the trauma center, distance became the most predictive factor of receiving HEMS transport (OR 8.0, 95% CI 6.4-10.1). Age (OR 1.3-1.8, 95% CI 0.4-5.5), race (OR 0.7-0.8, 95% CI 0.4-1.2), and mechanism of injury (OR 1.2, 95% CI 0.6-2.5) were not significantly associated with HEMS utilization.
Study Objectives: Sepsis affects more than 1.5 million people annually. Alongside this rapid expansion, sepsis is proving to be a financial burden on the health care system. Sepsis is one of the most expensive reason for hospitalization costing the US $23.7 billion dollars in 2013 alone. Current treatment standards include intravenous fluids (IVF) aimed at the hemodynamic optimization of oxygen delivery by increasing cardiac output and blood pressure. Several studies have shown conflicting results regarding the use of early goal-directed therapy (EGDT), which would include IVF, on improved patient outcome. However, no previous studies have examined the timing impact of out-of-hospital intravenous fluids on patient outcomes in sepsis patients.
Does timing of IVF in the out-of-hospital setting make an impact on patient outcome? We hypothesize that initiation of IVF in the out-of-hospital setting with greater than 30 minutes of patient contact time prior to arrival to the hospital, will make a significant difference in reducing in-hospital mortality.
We will evaluate out-of-hospital IVF timing and assess its link to sepsis patients' outcome as defined by inpatient mortality, duration of vasopressors, hospital length of stay (LOS,) and ICU LOS.
Methods: This is a retrospective cohort study of sepsis patients who present to the emergency department by ambulance (emergency medical services [EMS] ). Sepsis protocols were implemented in Roanoke County EMS (average transport time <30 minutes) and Botetourt County EMS (average transport time >30 minutes) that identify patients at risk for sepsis and guide the initiation of IVF. For controls, City of Salem EMS (average transport time <30 minutes) and Franklin County EMS (average transport >30 minutes) did not receive protocols directing IVF. Using multiple linear regression, we will evaluate relationships between IVF initiation to hospital timing against duration of vasopressors, length of hospital stay, and length of ICU stay. Logistic regression will be used to evaluate the relationship with 30-day inpatient mortality. Mortality in the emergency department Sepsis (MEDS) score will be assigned to control for patient presentation severity upon arrival to the ED and to minimize differences between the different medical facilities used.
Results: One-hundred thirty-two patient encounters were included; 36 encounters for control and 96 encounters for protocol. Controlling for MEDS risk, there was no statistically significant difference in total hospital LOS (p¼0.154), ICU LOS (p¼0.535), or vasopressor duration (p¼0.890) using linear regression as a function of total patient contact time and IVF. There was no statistically significant difference in 30-day inpatient mortality (p¼0.99) using logistic regression as a function of total patient contact time and IVF. There was a statistically significant relationship between MEDS score and inhospital mortality (p<0.001) supporting previous known literature.
Conclusions: Although further study is needed, it appears that the timing of IVF in the out-of-hospital setting does not have a statistically significant impact on patient outcomes in sepsis patients, as defined by total hospital LOS, total ICU LOS, duration of vasopressors, and inpatient mortality in our study. Study Objectives: Approximately 1% of all emergency department (ED) visits in the United States involve uncomplicated alcohol-related complaints, and these patients may undergo unnecessary testing while occupying limited ED resources. Most of these patients arrive by emergency medical services (EMS) ambulance. This is a preliminary evaluation of the safety and efficacy of a new Sobriety Emergency Response (SOBER) Unit, which is a unique EMS resource staffed with a firefighter/paramedic, a nurse practitioner and caseworker, whose mission is to medically clear publicly inebriated patients and transport them to a sobering center, where they can be connected to appropriate mental health and social services, instead of transport to an ED.
Methods: The study was conducted in the City of Los Angeles, which has a population of approximately 4.1 million covering 471 square miles. Los Angeles Fire Department (LAFD) provides all 911 EMS responses via a tiered, fire-based basic life support (BLS) and advanced life support (ALS) system. Data were collected prospectively for the first 6 months of implementation of the SOBER Unit, from November 2017 to May 2018. Inclusion criteria included age between 18-65 years old, suspected alcohol intoxication, no evidence of head injury and non-combative patients. Exclusion criteria included any loss of consciousness, Glasgow Coma Scale < 14, any anticoagulant use, pulse rate > 120 or < 50 beats per minute, blood glucose > 250 or < 60 mg/dL, or any evidence of trauma above the clavicles. Descriptive statistics were captured. The SOBER Unit was operational Tuesday through Friday from 1000-2000 hours around the Skid Row area of downtown Los Angeles. The unit was activated via request by on-scene LAFD units or responding to calls at their discretion. All secondary transports from the sobering center to an ED were captured.
Results: There were 419 patients evaluated by the SOBER Unit, of whom 374 (89.3%) were transported. Of the 374 transports, 363 (97%) were taken directly to the sobering center in lieu of transport to an ED. The mean age was 46.6 years (IQR 17, median 48) and 337 (85%) were male. Additionally, 6 (2%) were medically cleared and directly transported to a mental health urgent care center. Of those treated, common comorbidities were substance abuse (51%), hypertension (14%) and psychiatric illness (10%). There were 393 total transports for 298 unique patients. Six patients had 5 or more transports, of which 1 was placed in long term substance abuse housing through the sobering center and had no further 911 or SOBER Unit contacts. There were 10 secondary transports from the sobering center to an ED: 8 were transported via non-emergency van and 2 were transported via 911 ambulance (1 for seizure activity and the other because his wheelchair could not be accommodated in the non-emergency van). In the study period, all patients who required secondary transport were either treated and released from the ED or discharged home within 72 hours, with no significant adverse effects.
Conclusions: Preliminary data suggests that a mobile SOBER unit is a safe and efficacious means of medically clearing public inebriates and transporting them to a supportive, non-ED setting. Further research is needed to determine its long-term impact on recidivism and cost-effectiveness.
